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Endnotes

1 See Nebraska Legislative Bill 887 (2014), Legislative Fiscal Office Note, March 11, 
2014, available online at http://nebraskalegislature.gov/FloorDocs/Current/PDF/
FN/LB887_20140312-105418.pdf.

2 The topline number (81,000) is people with incomes under 138 percent of 
poverty who reported they were uninsured on the Census Bureau’s American 
Community Survey (see the Methodology). It is not adjusted to reflect immigration 
status, nor is it adjusted for individuals who might be eligible but have not 
enrolled.  We compared this number with other numbers that have appeared in 
the press and numbers developed by other research groups, and it falls within the 
broad range of expansion population estimates we found. For example, the Center 
on Budget and Policy Priorities estimated that 99,000 citizens would be eligible 
for coverage (see How Would the Medicaid Expansion Affect Nebraska?, available 
online at http://www.cbpp.org/files/healthtoolkit2012/Nebraska.pdf). 

3 The Affordable Care Act was structured assuming all states would expand 
Medicaid eligibility to 138 percent of poverty. Tax credits are available to 
consumers with incomes between 100 and 400 percent of poverty to make 
health insurance premiums affordable. However, because the law anticipated that 
Medicaid would cover all lower-income consumers, there are no tax credits for 
consumers with incomes below 100 percent of poverty. The Supreme Court ruled 
that expanding Medicaid had to be optional for states. Therefore, in states that do 
not expand Medicaid, residents with incomes below 100 percent of poverty who 
are not eligible for the state’s existing Medicaid program do not have any option 
for affordable health insurance.  

CLOSING THE COVERAGE GAP IN NEBRASKA: HEALTH INSURANCE FOR WORKING INDIVIDUALS AND FAMILIES	 WWW.FAMILIESUSA.ORG



»» The sample was further grouped based on work status, 
either “In the Workforce” or “Not in the Workforce.” This 
classification was made based on responses to survey 
questions about work status. The American Community 
Survey asks respondents if they have worked within the last 
week, within the last year, and within the last five years. 

»» In the Workforce: Respondents were classified as “In the 
Workforce” if they had worked within the past five years. 
For these individuals, the PUMS data set lists the current or 
previous occupation in which the individual worked. 

>> Respondents classified as “working” include those 
currently working full-time or part-time (individuals who 
worked in the last week) or within the last 12 months. 
That allowed us to capture seasonal workers, contractors, 
self-employed respondents, and others who work but 
whose work schedule may not be consistent throughout 
the year. Respondents were classified in the occupation 
they reported that they currently or last held.

>> Respondents were classified as “not working/
unemployed” if they had not worked during the past 
12 months but had been unemployed for less than 
five years. Respondents in this category were further 
classified based on their status as students, spouses, 
having a disability, being a dependent aged 18 to 24, or 
other. Responses were classified in only one subcategory 
to avoid double-counting. 

Methodology

Data Source

To analyze the employment status and occupations held by 
individuals who could be helped by the Medicaid expansion, 
Families USA used the Public Use Microdata Sample (PUMS) 
database. This database is derived from the American Community 
Survey. The American Community Survey is an ongoing public 
survey conducted by the U.S. Census Bureau. It is designed to give 
communities the current information that they need to plan and 
invest. Both national and state data are available. Among the data 
collected is information on respondents’ household income, age, 
health insurance status, work status, and occupation. Families USA 
used data for 2010-2012. Using a three-year sample provides a 
more accurate picture of the population than a one-year sample. 
(More information about the American Community Survey is 
available online at https://www.census.gov/acs/www/about_the_
survey/american_community_survey/.)

How We Sorted and Interpreted the Data

To identify the population that could benefit from the Medicaid 
expansion in a given state, Families USA sorted the sample 
to capture responses of individuals with a household income 
below 138 percent of poverty who were between ages 18 and 
64 and who were uninsured. Sorting based on these criteria 
excludes individuals who are currently covered by their state’s 
Medicaid program, as well as those who already have insurance, 
either through an employer or other payer. It gave us a sample 
that represents the population that will benefit the most from a 
Medicaid expansion. 
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»» Not in the Workforce: Respondents were classified as 
“Not in the Workforce” if they reported they had never 
worked or had not worked in more than five years 
(including those who have retired). Responses in this 
group were further classified as students, spouses, 
having a disability, or being a dependent age 18 to 24. 
Responses were classified in only one subcategory to 
avoid double-counting.

Occupation Codes Reported

The American Community Survey groups respondents into 
occupations using the occupation codes from the Standard 
Occupational Classification System Manual. Occupations 
profiled in our report are those with the largest number of 
respondents from the sample. The example jobs associated 
with each occupation are also drawn from the Standard 
Occupational Classification System Manual, which lists jobs 
under each occupation classification. For illustrative purposes, 
we selected those jobs within each occupation classification 
that were associated with lower mean annual salaries based 
on the state’s May 2012 Occupational Employment and Wage 
Estimates reported by the Bureau of Labor Statistics. The jobs 
listed are solely for the purpose of illustrating the types of jobs 
that fall into each occupation category.

Assumptions

The PUMS data set included a variable for household income 
measured against the poverty level. However, a small percent 

of the observations (responses) did not include a value for this 
measure. For those observations that were for a single member 
of a household, we divided the reported personal income by 
$11,170 (the federal poverty level for an individual in 2012) 
to derive income as a percent of poverty. We corrected for the 
higher federal poverty level for the state of Alaska (where the 
federal poverty level was $13,970 in 2012). For the very small 
percent of observations without a poverty level measure who 
were members of a household greater than one, we could not 
capture household income in relation to the poverty level. 
They were not included in this analysis. In addition, a small 
number of observations did not have a reported personal 
income. These observations were also excluded. As a result, 
our analysis likely undercounts those who may benefit from the 
Medicaid expansion. 

Our analysis does not take into consideration citizenship status 
or immigration history, in part because there are doubts about 
the accuracy of the PUMS data set in capturing this information. 
Because qualified legal immigrants have a five-year mandatory 
disqualification period (known as the “five-year bar”), and because 
undocumented immigrants are ineligible for non-emergency 
Medicaid, our estimates may include some individuals who would 
ultimately not benefit from Medicaid expansion. 

Finally, our analysis uses a weighting factor to convert analysis 
from responses into population-level statistics. These population-
level weights were provided by the PUMS data set. We did not 
make any additional adjustments to the data.
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